###### Summary box

-   The COVID-19 pandemic has begun to severely limit access to sexual and reproductive healthcare, including contraception and safe abortion care (SAC), which have historically not been regarded as essential health services.

-   Shutdown or delays of contraception and SAC during COVID-19 will disproportionately impact the most vulnerable populations, including women and girls in low-income and middle-income countries, and lead to considerable and preventable death and lifelong disability.

-   Médecins Sans Frontières calls on the global health community to strengthen access to contraception and SAC for populations everywhere, and especially in poor and crisis settings, by engaging with women and their communities to develop self-managed models of care.

With unsafe abortion a significant cause of maternal mortality and morbidity, especially in poor and crisis settings, Médecins Sans Frontières (MSF) calls for the urgent expansion of contraception and safe abortion care (SAC) during the COVID-19 pandemic. The development of self-managed models of care through engagement with women and their communities is needed to prevent a spike in these avertable deaths.

While the COVID-19 pandemic is unprecedented in many ways, experience from previous humanitarian emergencies shows that when routine healthcare services are disrupted, the consequences can be catastrophic, especially for women and children who are disproportionately affected by crisis.[@R1] For example, reports from the 2014--2015 Ebola epidemic suggest that the shutdown of routine services resulted in more maternal and child mortality and morbidity than the outbreak itself.[@R2] Here we argue that despite this compelling evidence on the indirect but devastating impact of epidemics, the global health community is dangerously close to repeating similar mistakes with regard to an often-neglected aspect of sexual and reproductive health (SRH): access to safe abortion and contraceptive services that reduce numbers of potentially fatal or debilitating pregnancy-related complications.

The current crisis has intensified the need for SRH services as social distancing, home isolation and increased stress all contribute to the likelihood of sexual and gender-based violence and exploitation. Several countries are already reporting significant increases in domestic violence.[@R4] In addition, movement restrictions and clinic closures render SRH services, including contraception, less accessible. All these factors will contribute to an increase in mistimed, unplanned and unwanted pregnancies. Consequently, in contexts where access to SAC is highly restricted, more women may resort to unsafe methods of abortion that can endanger their lives.

Unsafe abortion is one of the main causes of maternal mortality worldwide and the only one that is almost entirely preventable[@R5]: it accounts for at least 22 800 deaths and over 7 million hospitalisations each year.[@R6] Thus, every safe abortion provided is potentially an unsafe abortion and maternal death averted. As healthcare systems around the world struggle to respond to COVID-19, it is important to not lose focus on *all* the SRH services we know save lives, which include contraception and SAC.[@R7]

Defining 'essential' versus 'non-essential' services {#s1}
====================================================

During this pandemic, healthcare systems face difficult decisions about how to best adapt health services to ensure that increasingly limited resources provide maximum benefit. Rationales such as 'essential' versus 'non-essential' and 'life-saving' are being used as guideposts for these decisions. Yet these terms are subjective, open to interpretation and highly influenced by personal values and social norms.

While there are multiple high-priority health needs, some services are traditionally more broadly recognised as such than others. Historically, contraception and SAC have been described as 'elective' or 'on request,' and therefore not universally considered essential, or in some cases even legitimate, healthcare.[@R8] Despite its impact on reducing maternal and infant mortality, contraception is often regarded more in terms of its socioeconomic benefit on development than as a life-saving health service.[@R9] Similarly, in much of the world, political controversies around abortion overshadow the reality that SAC is healthcare. Even though abortion is very common---an estimated one in four pregnancies end in abortion---it is also highly stigmatised.[@R10]

Such long-standing issues render safe abortion and contraceptive services particularly vulnerable to marginalisation or deprioritisation, especially during emergencies. A recent United Nations policy brief about the impact of COVID-19 on women fails to mention abortion at all and raises contraception only in passing.[@R11] Going beyond silent omission towards outright restriction, in response to COVID-19, some US governors have publicly categorised abortion as non-essential and ordered or supported the cessation of services.[@R12]

While restrictions to abortion access have severe consequences everywhere, they are particularly deadly in low-income and middle-income countries (LMICs). Epidemics magnify pre-existing health disparities and inequities, and they disproportionately impact the health and well-being of the most vulnerable and marginalised.[@R13] Before COVID-19, women and girls in low-resource settings already suffered disproportionately from non-existent or tenuous access to SRH care. Consequently, 99% of maternal deaths and 97% of unsafe abortions occur in LMIC.[@R14] This pandemic threatens to obliterate even the severely limited SRH services available to the most marginalised people.

A recent analysis by the Guttmacher Institute estimated the potential effects: it found that a 10% decline of SRH services in LMIC due to COVID-19 would mean an additional 15.4 million unintended pregnancies, over 3.3 million unsafe abortions and 28 000 maternal deaths.[@R16] Frontline reproductive health providers are already reporting thousands of clinic closures and predict far greater reductions ahead---as high as 80% of all services.[@R17] The true magnitude and impact of these disruptions will be nearly impossible to measure, as women and girls denied care in poor or crisis settings often suffer at home or hidden within communities.

MSF experience as frontline SRH providers in crisis settings {#s2}
============================================================

As a medical humanitarian organisation, MSF witnesses first-hand the death and suffering due to unwanted pregnancy and unsafe abortion. In 2018, our teams around the world treated over 24 400 women with abortion-related complications, including haemorrhage, infection and traumatic injuries, some of which were fatal.[@R19] This experience has shown us the drastic measures women may turn to when they lack access to SAC. We have treated women who resorted to relatively common, less safe methods of abortion, such as taking various ineffective or potentially harmful medications without access to proper information, as well as more desperate, least safe examples, such as drinking poisons made from the phosphorous in match heads, chlorine or battery acid, inserting ink cartridges from pens or metal fishing hooks into the uterus and self-inflicted repeated blunt trauma to the abdomen.

Despite this experience, while MSF has always been committed to reducing maternal deaths and alleviating distress, we have not always prioritised contraception and SAC. In recent years, we have therefore invested in overcoming barriers and strengthening these services. As a result, from 2016 to 2018, the number of MSF projects providing SAC increased 400%, and the number of projects providing contraception increased 50%. In 2018, we conducted over 338 500 consultations for contraception and provided over 11 000 safe abortions.[@R19] This experience has deepened our understanding of contraception and SAC as essential, time-sensitive services that save lives and cannot be delayed or deferred without profound consequences for women, their families and communities.

However, these recent gains are fragile and threatened under the strain of the COVID-19 response. The potential direct and indirect mortality from this pandemic in humanitarian settings is enormous and difficult to bear. It is painful to consider that healthcare providers will have very limited capacity to save those who become severely ill due to COVID-19. This terrible truth highlights the critical need for all medical actors to do what we know works: continue and strengthen the essential health services proven to reduce mortality and morbidity, so as not to exacerbate an already horrific situation.

How can this feasibly be done? As an emergency medical organisation, at MSF, we know that effectively responding to crisis often calls for innovation. We cannot continue to provide services the same way we did before. We must adapt and provide care in new ways that meet the evolving needs of our beneficiaries. MSF teams are already modifying protocols for a variety of services to minimise direct contact between patient and provider and to reduce time patients must spend in a healthcare facility. As movement restrictions increase and brick-and-mortar facilities become less accessible, maintaining access to care will require us to shift our focus from standard facility-based approaches to community-based activities, remote support of services and self-care models.

Self-managed and community-based SRH care {#s3}
=========================================

The concept of self-care recognises the ability of individuals, families and communities to promote and manage their own health and well-being, thereby upholding people's decision-making capacity, autonomy and dignity. Self-care and community-based models have been successfully employed to increase access to a variety of life-saving health services, including treatment of malaria and HIV, especially for marginalised populations. Certain contraceptive methods, including condoms, emergency contraception pills and the recently developed subcutaneous progestin-based injectable, are very safe, easy to use and thus well suited to similar approaches.

Research from many countries indicates that SAC can also be safely and effectively supported via self-care and community-based models.[@R20] The development of medication abortion means that abortion is no longer necessarily a surgical procedure, but rather a process similar to miscarriage that can be safely and successfully induced with pills.[@R23] Despite this advance, most healthcare systems continue to heavily regulate medication abortion by requiring both in-person consultation with a healthcare provider as well as medical tests, which ultimately limits access. However, abortion medications are so safe and effective that most people can successfully manage without these interventions. Consequently, in recent years, self-management of medication abortion has gained increased acceptance by the formal health sector as safe and appropriate.[@R24] Self-managed abortion includes self-administration of abortion medications at home, often with remote support from sources such as hotlines, digital platforms, peer educators and so on.

Faced with COVID-19, some health systems have adapted abortion services towards more self-managed strategies. For example, the UK's Department of Health and Social Care has modified its regulations to allow women to obtain abortion drugs via mail after phone or telehealth consultation with either a doctor or a nurse.[@R25] We applaud these efforts to increase access to abortion services by deinstitutionalising and task-shifting, and we call on the global health community to find similar yet adapted approaches in humanitarian and fragile settings.

At MSF, we have experience with simplifying protocols and moving towards more self-managed models of care in poor and crisis settings. In alignment with WHO guidelines,[@R23] since 2017, most medication abortions in our projects are provided by midwives or nurses, without routine blood tests or ultrasound. Women typically self-administer the drugs and manage the abortion process at home, returning to the clinic only if they have questions or concerns. Some MSF projects have also started to explore partnerships with local health promoters, peer educators and hotlines to support medication abortion in the community. Preliminary findings are encouraging, with high success and low complication rates that are comparable with global averages, which supports the concept that the only necessary elements for safe and effective medication abortion are accurate information, quality medications and mutual trust.

Engaging with women and their communities {#s4}
=========================================

In responding to COVID-19, global health actors, including MSF, need to build on this experience and engage further with women and their communities to develop more locally driven and locally tailored responses. For example, existing collaborations with traditional birth attendants, community health workers or women's groups could be expanded to facilitate distribution of contraceptives and abortion medications in the community. In settings with mobile services, hotlines and SMS systems could be used to disseminate information, respond to questions and provide remote support regarding contraception and abortion care.

While engaging with communities about stigmatised topics like abortion may seem daunting, especially in contexts where abortion is restricted, MSF's experience in recent years has shown that these conversations can be immensely informative and productive if: (1) they are approached from the perspective of discussing a common goal to reduce maternal death and suffering caused by unwanted pregnancy and unsafe abortion and (2) they are broadly inclusive and framed in a way that helps everyone feel comfortable sharing their experiences and opinions. The extent to which MSF and other health actors are willing to be flexible and truly listen to women and their communities throughout this crisis will ultimately determine health outcomes for the most vulnerable populations.

As the COVID-19 pandemic progresses, it is clear that no country will remain untouched. The impact will be felt on every continent, in every community and in all aspects of society in both the short and long term. It is also clear that we will emerge from this pandemic somehow transformed from the way we were before. Let us learn from the past and seize this opportunity to respond differently this time. Now is the time to be bold and ensure that when the dust settles, women and girls have not yet again paid a disproportionate price in lives lost.
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